Seventy-six adults who had debridement-valvotomy for severe aortic stenosis are reviewed. Of these, 61 had isolated aortic valve stenosis and 15 had multivalvar disease. Twenty-six patients (34%) died at or subsequent to surgery. Thirty-eight of the 40 survivors with isolated aortic valve disease have been followed up for between 21 and 70 (mean 46) months after surgery, and detailed evidence as to the state of the aortic valve was obtained in 34 of these either by left heart catheterization or at operation. Only one result was completely acceptable. The great majority of patients were found to have redeveloped important aortic stenosis, and in many this was already sufficiently severe to warrant further surgery. The initial degree of valve calcification seemed to have little bearing on the final result except in the multivalve group. Other series are reviewed. The operation has become increasingly unpopular, but reports continue to suggest that it may still have a place. Our results suggest that the procedure should be discarded. Debridement-valvotomy, or On clinical grounds, all patients were considered to have severe valve stenosis without more than trivial regurgitation. All had cardiac symptoms, and the large majority were at least moderately incapacitated. Fifty-eight had dyspnoea on effort, mild in 13 but moderate or severe in the remainder. Twenity-two had had paroxysmal nocturnal dyspnoea, and 13 had a history of congestive heart failure. Forty-four patients had angina pectoris, and 33 had had at least one attack of effort syncope.
Every patient had a basal systolic ejection murmur, but in only 36 was this murmur of There remain four of the 38 survivors followed up in whom direct evidence as to the state of the valve, either by cardiac catheterization or repeat surgery, was not obtained. Catheterization was withheld in this small group for other than medical reasons, and they were assessed clinically only. Two were doing well, better than average for the group as a whole, but were followed up only 25 and 34 months after debridement; the third showed some improvement but was moderately limited, and the fourth had sustained a massive myocardial infarct since surgery.
In summary, then, of the 38 patients with isolated valve disease in whom follow-up was undertaken, only one appears to have maintained a good result after a substantial post-operative interval; four others are apparently satisfactory, but the post-operative interval in each case has been no longer than three years. One patient has aortic regurgitation. All (Barratt-Boyes, 1967 ).
The main reason, however, for our rejection of debridement lies in our follow-up catheter and operative data. In the single valve group, only one patient can be claimed as a proven good longterm result. Four others seem acceptable at present, but their reviews were carried out after relatively short post-operative intervals and, by analogy with the rest of the series, they might be expected to undergo further significant deterioration in the near future. On the other hand, many of our patients have quite clearly had bad results, whether assessed clinically or haemodynamically. An average peak systolic gradient at catheterization of 74 mm. Hg and the presence of radiologically visible calcium in 97% of valves (heavy in the majority) at follow-up cannot be accepted as a satisfactory result of an operation intended to produce a mobile calcium-free valve. Of 13 patients who have been reoperated on, 12 displayed tight restenosis of their valves, all but one of which were grossly calcified. Some valves looked as if no previous surgery had been performed.
It has. been suggested (McGoon et al., 1965) that the operation may still have a place in cases where valve calcification is not heavy. Our series does not support this contention. Our only case of long-term aortic regurgitation was in a very lightly calcified valve; all but one of the remainder with initial light or moderate calcification had transaortic gradients of more than 40 mm. Hg at
